Background: Articulating future risk of diabetes at the population level can inform prevention strategies. While previous studies have characterized diabetes burden according to socioeconomic status (SES), none have studied future risk.
Background
The rapidly rising burden of type 2 diabetes mellitus represents a burgeoning threat to population health [1, 2] and is associated with significant morbidity, mortality, and economic burden [3] . In Canada, diabetes is the seventhleading cause of death [4] with 4.2 million cases projected by 2020 [1] . As such, preventative action to curb the tide of diabetes is urgently warranted.
The determinants of diabetes are multifactorial [5, 6] . In understanding disease risk, it is critical to acknowledge broad factors underpinning inequitable distributions of disease such that adverse health is concentrated among the more disadvantaged [7, 8] . Diabetes is more common among the poor and excluded [9, 10] , and diabetes risk factors have been shown to be most prevalent among the most socioeconomically disadvantaged [11] [12] [13] [14] [15] [16] [17] . Additionally, once diagnosed with diabetes, individuals of lower socioeconomic status (SES) are at greater risk of mortality compared to those of higher SES [10, 18] . Previous work has explored sexspecific patterning of the impact of social position on diabetes risk, with most positing that the association exists more strongly in women than in men [19] [20] [21] [22] . Despite these characterizations of the SES-gradients in diabetes risk, explicit consideration of future population-level diabetes risk, a measure that is key in designing effective and impactful diabetes prevention policy, is lacking.
Developing disease prevention strategies includes identifying the level of risk (i.e. the probability of developing diabetes) in the population under study, which can be determined using population-based risk tools. The Diabetes Population Risk Tool (DPoRT) is a validated risk prediction algorithm designed to generate populationlevel diabetes risk estimates using routinely-collected health survey data [23] and is currently being implemented in public health agencies to inform chronic disease prevention programming [24] .
This study aims to elucidate the contextual determinants of high population-level risk for diabetes, taking a diverse perspective on SES by exploring the associations of individual-and area-level constructs of SES with increased diabetes risk. This work takes a novel perspective by characterizing future risk at the population level, making use of a validated population risk algorithm.
Methods

Data source
Data was obtained from the Share File of the Canadian Community Health Survey (CCHS) annual component, 2011. The CCHS is a nationally representative crosssectional survey administered by Statistics Canada that collects information on the health status and determinants of the Canadian population [25] . The CCHS employs a multi-stage stratified cluster design, drawing from a sample of approximately 65,000 respondents representing roughly 98 % of the Canadian population, 12 years of age or older, living in the ten provinces and three territories. The 2 % of individuals not represented by the survey are those who are full time members of the Canadian Forces, and those residing on First Nations Reserves, Crown Lands, in institutions, or in certain remote areas. The CCHS employs three sampling frames to select the sample of households to survey, of which 40.5 % of the sample are selected from an area frame, 58.5 % are selected from a list frame of telephone numbers, and 1 % are selected from a Random Digit Dialling (RDD) sampling frame. Further details regarding the CCHS methodology are documented elsewhere [25] .
The Diabetes Population Risk Tool (DPoRT)
The details on the development and validation of the Diabetes Population Risk Tool (DPoRT) has been developed and validated previously [23, 26] . Briefly, the tool was developed by linking 1996/7 and 2001 respondents to a validated diabetes registry in order to generate survival-based predication equations for diabetes incidence [24] . These equations were subsequently developed across time (using an alternate survey) as well as externally validated in another province. These risk equations have been used to estimate future burden of diabetes in several jurisdictions as well as have been used to assess the impact of diabetes interventions. In this study, we used DPoRT to generate risk probabilities of developing physician-diagnosed diabetes for each respondent of the CCHS 2011. The study population included individuals between 20 and 65 years old, nonpregnant, and not previously diagnosed with diabetes. We restricted the population to individuals 65 years and younger, given that the individual-level and ecological social determinants of health among the working age and non-working-age populations are conceptually different. For example, the elderly are to a greater extent affected by dependency, and taking a life course approach, experience a greater accumulation of socioeconomic disadvantage late in life compared to their younger counterparts. In particular, given the focus of this study on the primary prevention of diabetes, we wished to focus on the non-elderly for whom preventive interventions might have the greatest impact. In this analysis, risk is calculated for a 10-year period, i.e. probabilities generated by DPoRT are for developing physician-diagnosed diabetes within 10 years.
DPoRT was developed using routinely collected, selfreported health behaviour and socio-demographic information from the 1996 National Population Health Survey (NPHS). DPoRT is based on the Weibull survival distribution, a time-to-event model that predicts the probability of developing diabetes in a given follow-up time period by incorporating time in its equation. Sex-specific versions of DPoRT were created to acknowledge that predictors of diabetes are distinct for males and females [27] . Self-reported information required to generate DPoRT estimates include age, sex, body mass index, ethnicity, immigrant status (for women only), education, smoking status, history of hypertension, and history of heart disease. A complete description of the sex-specific DPoRT algorithm formulae and an example of its use for risk calculation is available [23, 26] .
Study variables
The outcome, "DPoRT risk category", was created using 10-year DPoRT estimates categorized into low (less or equal to 5 % risk), medium (greater than 5 % and less than 20 % risk), and high-risk (greater than or equal to 20 %) groups. The cut-offs employed in creating these risk categories were chosen based on previous empiric studies [26] .
We examined DPoRT risk in relation to individuallevel and area-level indicators of socioeconomic status (SES). Individual-level explanatory variables included household educational level, equivalized household income quintile, and food security status. The CCHS reports highest household educational attainment in four categories: less than secondary school graduation, secondary school graduation, some post-secondary school, and post-secondary graduation. Food security status as provided by the CCHS has three categories: food secure, moderately food insecure, and severely food insecure. Equivalized household income quintiles were constructed from total household income provided in the CCHS weighted by the number of household members in different age groups. Area-level indicators of SES were obtained using the Canadian Marginalization Index (CAN-Marg) for material deprivation and ethnic concentration [28] . The CAN-Marg material deprivation index measures the relative socioeconomic disadvantage of a census dissemination area (DA) compared to the rest of Canada. The dissemination area is the smallest geographic area at which all census data is disseminated and consists of populations of 400-700 individuals. CAN-Marg is a census-and geographically based index, developed using a theoretical framework based on previous work on deprivation and marginalization and empirically created using principal components factor analysis [28] .This index uses six variables from the 2006 Canadian Census: population aged 25 and over without a certificate, diploma, or degree; lone-parent families; population receiving government transfer payments; unemployed population aged 15 and over; population under the low-income cut-off; and households living in dwellings needing major repairs. The CAN-Marg ethnic concentration index was constructed using two Census variables: proportion of recent immigrants, and proportion of visible minorities. CAN-Marg indices were linked to individual-level CCHS Share File data using Statistics Canada's Postal Code Conversion File Plus. Concepts explored as potential third variables were age, white/non-white ethnicity, immigrant status, self-perceived health, physical activity level, smoking status, and satisfaction with life.
Statistical analysis
Analyses were carried out separately for women and men. Descriptive statistics were generated to characterize the study population. Multinomial logistic regression was employed to assess the impact of individual-and arealevel socioeconomic factors on the categorical DPoRT outcome, providing odds ratios and 95 % confidence intervals. Models were age-and multivariate-adjusted for other demographic and health behaviour-and attitude factors based on public health significance in conceptualizing the relationship between diabetes risk and social context. Fully-adjusted models included continuous age, white/ non-white ethnicity, immigrant status, self-perceived health (excellent, very good, good, fair, poor), physical activity level (active, moderately active, inactive), smoking status (three categories, employing Centres for Disease Control criteria: current smoker, former smoker, never smoker) and satisfaction with life (very satisfied/satisfied, neutral, dissatisfied/very dissatisfied).
Results were generated using sample weights provided by Statistics Canada, and bootstrapping techniques were used to calculate variance estimates and confidence intervals. These procedures were employed to account for the sampling methodologies of the CCHS. Analyses were conducted using SAS, version 9.3 (SAS Institute, Cary NC). Ethics approval for this study was obtained through the University of Toronto Research Ethics Board.
Results
Study population
Among CCHS 2011 survey respondents, n = 65,372 individuals (n = 36,030 females, n = 29,342 males) were eligible for inclusion and had DPoRT risk estimates generated. The study cohort represents n = 9,411,692 females and n = 9,405,332 males in the Canadian population. Table 1 provides weighted descriptive frequencies to characterize the study population.
In comparing strata for SES indicators (Table 1) , individuals belonging to less-advantaged strata contain higher proportions of individuals in moderate and high-risk diabetes categories, compared to individuals belonging to more-advantaged strata. This is most marked for household educational attainment: for women and men respectively, 19.2 % and 25.7 % of respondents in households with less than secondary school education belonged to the high-risk diabetes category, compared to 6.4 % and 13.2 % Total physical activity level as determined by the Canadian Community Health Survey is derived for respondents based on average daily energy expenditure values (kcal/kg/day) calculated from a series of questions about physical activity (i.e. usual daily activities or occupational-related physical activity), physical activity related to travel (i.e. biking or walking to school or work), and leisure time physical activity (i.e. walking, running, gardening, sports) by the respondent in the past three months [25] b
The Canadian Marginalization Index (CAN-Marg) is a census-and geographically based index,developed using a theoretical framework based on previous work on deprivation and marginalization and empirically created using principal components factor analysis [23] of those living in a household where a member graduated from post-secondary school. For both sexes, similar trends occur for household income strata (9.9 % of women and 14.5 % of men in the lowest income quintile had greater than 20 % 10-year risk for diabetes, compared to 5.5 % of women and 11.9 % of men in the highest income quintile) and food security status (10.3 % of severely insecure women were in the high-risk group versus 4.0 % of food secure women; 17.3 % of severely insecure men were at high-risk compared to 14.1 % of food secure men). For area-level CAN-Marg indices, similar trends are observed in comparing the least-and most-materially advantaged strata for proportion belonging to the highest-risk category, where 9.8 % of the most materially deprived women are at high-risk versus 4.9 % of the least deprived. A comparison of the proportion of women in the high-risk group for the most and least ethnically dense quintiles shows no difference (both 8.4 %). In men, the least ethnically concentrated quintile has a higher proportion of individuals at high-risk (16.6 %) compared to 14.4 % of individuals in the most concentrated quintile being at highest risk.
Associations of individual-level household education, income, and food security with DPoRT risk
Age-and multivariate-adjusted regression results are presented in Tables 2 and 3, detailing associations between individual-level social context indicators and moderate and high-risk categories of DPoRT risk.
In fully-adjusted models, women living in households where the highest educational attainment is less than secondary school graduation had twice the odds of being at moderate risk of developing diabetes in 10 years, compared to women living in households where the highest attainment was post-secondary school graduation [odds ratio (OR) 2.04, 95 % confidence interval (CI) 1.63-2.55; p <0.001]. Additionally, women in households with high school graduation has a 77 % increase in odds for being in the moderate risk compared to women in households with post-secondary graduation (OR 1.77, 95 % CI 1.50-2.09; p < 0.0001). For men, the associations between household education level and moderate diabetes risk were less pronounced than for women: men in households where highest education was less than secondary graduation were 39 % more likely to be at moderate risk than men in households with post-secondary graduation (OR 1.39, 95 % CI 1.01-1.92; p < 0.0430). Models for high-risk diabetes show more marked effects: women in households with less than secondary education having three times the increased odds of a 10-year diabetes risk of 20 % or greater compared to women in households with the most education (OR 3.10, 95 % CI 2.19-4.40; p < 0.0001). For men, comparison of the same Multivariate adjusted models comparing women of lower household income quintiles to the highest quintile demonstrate increased odds of being categorized as moderate risk (Quintile 1 compared to Quintile 5, OR 1.43, 95 % CI 1.22-1.67; p < 0.0001) and high risk (Quintile 1 compared to Quintile 5, OR 1.37, 95 % CI 1.01-1.86; p = 0.0418). For the female cohort, effect sizes for the odds of being categorized as moderate risk and high risk comparing income strata to the reference group showed less variation than comparisons of educational strata to the highest education category (Tables 2 and 3 ). Comparing income strata for males, the odds of being at high risk was observed for some comparisons (Quintile 2 compared to Quintile 5, OR 1.63, 95 % CI 1.21-2.19; p = 0.0013) but was not significant comparing the most deprived quintile to the reference group (OR 1.15, 95 % CI 0.84-1.57; p = 0.3818).
The impact of food security on being at increased risk for diabetes was observed for women but not men in multivariate models. Compared to food secure women, moderately food insecure women were more likely to be in the moderate risk category (OR 1.57, 95 % CI 1.26-1.95; p < 0.0001) and the high-risk category (OR 1.56, 95 % CI 1.08-2.27; p = 0.0194). Associations were also observed in comparing severely food insecure women to those that are food secure for being categorized as moderate risk (OR 1.30, 95 % CI 1.00-1.69; p = 0.0532) and high risk (OR 2.64, 95 % CI 1.78-3.92; p < 0.0001). Tables 4 and 5 provides bivariate age-adjusted and multivariate adjusted multinomial regression result for CAN-Marg indices of interest.
Associations of CAN-Marg material deprivation and ethnic concentration indices with DPoRT risk
Associations were observed for material deprivation with increased likelihood of being categorized as moderate risk and high risk for women, but not men. Effect sizes increase monotonically comparing strata of increased deprivation to the least deprived reference quintile. The largest effect size occurs in comparing the most deprived quintile to the least deprived, indicating 64 % increased likelihood of being at moderate risk (OR 1.64, 95 % CI 1.39-1.94; p < 0.0001) and over two times increased risk of being at high risk (OR 2.39, 95 % CI 1.77-3.23; p < 0.0001).
A protective effect was shown for the most ethnically concentrated areas compared to the reference category on being at moderate risk (OR) and high risk (OR). The strongest protective effect was seen comparing the most ethnically concentrated quintile of women to the least concentrated for being at moderate risk (OR 0.75, 95 % 
Discussion
This study explored the role of individual-level and area-level social context indicators with future diabetes risk. We found nuanced profiles of social determinants for women and men, where women are more sensitive to social context including lower household-level education, household income, food insecurity, and living in materially deprived areas, whereas men are affected by lower household education only. Additionally, a strong protective effect was observed for women living in ethnically dense areas, which was not as pronounced for men.
Mechanisms
Previous Canadian research has found lower educational achievement level to be associated with increased prevalence of Type 2 diabetes [29] . We found diabetes increased monotonically with lower education levels in females, whereas for males only those in the lowest educational strata were more likely to develop diabetes. Education level is a useful proxy for SES, where those with increased attainment are generally employed in professions with higher remuneration, which in turn provides the means to live healthily including resources for healthy food, housing in a safe neighbourhood, opportunities for physical activity, and the lack of a precarious financial situation reduces stress and allostatic load. In attaining formal education, individuals are taught methods for obtaining and appraising information which can benefit their ability to integrate concepts central to healthy living. The differential effects by sex may also be attributed to the decreased return on educational investment for females that has persisted over decades [30] .
We found lower household income, food insecurity, and area-level material deprivation to be important determinants of high risk in women, but not men, consistent with income gradients seen in other Canadian analyses [31] . As an indicator of SES, income directly reflects resources available and thus a lack of resources can impede optimal health. For example, a situation of chronic precarious employment and financial instability shifts one's priorities away from being able to plan and prepare nutritious meals and engage in physical activity [32, 33] . The association detected between CAN-Marg material deprivation, an indicator that encompasses various facets of disadvantage, and higher risk corroborates the aforementioned phenomena from an ecological standpoint, supported in previous work that looked at other area-level characteristics (crime, population and retail density) and found a positive association with diabetes prevalence [34] . Furthermore, lowincome females have been found to be less likely to engage in active leisure activities [35] . In the case of food insecure women, household food shortages have been documented as a major barrier to implementing nutrition guidelines; when tasked with the responsibility of providing meals for dependents, women will sacrifice optimal nutrition of their own meals to those in the household [35] .
Our results indicate that living in ethnically concentrated areas is a protective factor for diabetes high risk, with larger effect sizes in females. These results provide evidence of the "ethnic density effect", whereby health benefits are conferred for individuals of ethnic minorities living in areas with dense ethnic populations [36] . Although materially deprived areas are often those that are ethnically concentrated, the protective effects observed in our analyses speak to the potential positive impacts of social cohesion, increased self-evaluation, and mitigated effects of racism [36] . Previous American work has shown the protective association between ethnic density and mental health, noting the role of social support [37, 38] . Isolating the contributions of social capital, neighbourhood trust, reciprocity, and networks in mitigating adverse health remain to be investigated further [36, 39] .
Study limitations
A potential limitation of the outputs generated by DPoRT is the tool's reliance on self-reported health information as algorithm inputs to generate risk probabilities. Self-reported health information is subject to misclassification and can be influenced by respondent characteristics such as knowledge of the health issue, recall ability, and social desirability bias [40] . Furthermore, these tendencies are likely patterned by sex. In the case of DPoRT, there is evidence that clinical risk tools that incorporate self-reported data perform as well as models that do not [41, 42] . Indeed, the tool's basis on selfreported risk factors, in fact, increases the accessibility of the tool while maintaining accuracy.
Implications
This study contributes to the evidence informing our understanding of how socioeconomic status at the individual and ecological levels shape increased risk for diabetes. These findings should be considered by the diabetes prevention and management community, and by decision-makers who might influence the political and economic structures that give rise to the sociocontextual conditions that contribute to increased risk for chronic diseases such as diabetes. In this age of rapidly rising chronic disease burden, primary prevention strategies must go beyond the status quo promotion of healthy lifestyles that target individuals. In light of these findings, prevention strategies must include actions to mitigate the adverse impacts of socio-contextual factors that contribute to diabetes risk, which includes the consideration of health in all policies, the modification of social and economic structures that create inequality, and the empowerment of those in positions of disadvantage [43] . Under the status quo, diabetes has risen dramatically; a paradigm shift in the diabetes prevention and management community is warranted.
